a vigorous meeting of these agencies which promises future progress.
One definition ofa 'Commission' is 'a body of people entrusted to perform a task'. Those who have given so much voluntary effort to a charity which does not work in the limelight but which provides so much background scientific advice in the prevention of the third commonest cause of death, can be proud that the task has been well performed. What still remains to be done is set out in Strategies for Accident Prevention. The Presidencies of Sir Arthur Porritt, the Duke of Edinburgh, Lord Porritt (again) and now His Royal Highness Prince Michael of Kent have provided and will continue to provide the stimulus to pursue the scientific study of the epidemiology of accidents and trauma and to provide guidance upon the strategies for the prevention of accidents and the avoidable deaths and disabilities which arise from them.
P A B Raffle
Chairman,
Medical Commission on Accident Prevention 35-43 Lincoln's Inn Fields London WC2A 3PN
Sexual relationships between doctors and patients ' In every house where I come I will enter only for the good of my patients, keeping myself far from all intentional illdoing and seduction, and especially from the pleasures of love with women or with men be they free or with slaves.' Hippocratic Oath
Since Hippocrates it has been recognized that the unique quality of the doctor-patient relationship can be threatened by intimate emotional or sexual contact between the two parties. For a doctor to sexualize the relationship with a patient is certainly unethical, and may on occasions be a criminal matter. However, this sensitive issue is rarely publicly discussed and has attracted little attention from researchers, the Royal Colleges, or the General Medical Council (GMC). In 1987 the GMC preliminary proceedings committee considered seven such complaints', three of these were referred to the professional conduct committee for further consideration. Of the two cases dealt with by the latter committee, one was found guilty of serious professional misconduct and the other suspended from the medical register. If these figures reflect the magnitude of the problem then the lack of British literature on the topic would be understandable. However, there is good reason to believe that the GMC figures merely represent the tip of an iceberg. Fear of litigation combined with a genuine desire to understand the scale and origins of sexualized doctor-patient relationships have prompted American psychiatrists to examine the attitudes and behaviour of their own profession. A survey of 1442 practising psychiatrists, representing a 26% response rate, found that 7% of male and 3% of female respondents (6.4% overall) acknowledged having had sexual contact with their own patients/. Even in this study, underreporting may have been a problem. Some might argue that these alarming figures reflect the nature of American psychiatry. Kardener" has shown that this is not the case by examining the attitudes of doctors to erotic behaviour in the doctor-patient relationship across a range of specialties including psychiatry, obstetrics and gynaecology, surgery, internal medicine and general practice. The 10% of psychiatrists who either confessed to or condoned such behaviour compared favourably with the 18% of obstetricians, 13% of general practitioners and 12% of internists. There are no comparable surveys from Britain. However, despite some differences in the practice of medicine in North America, it is reasonable to suppose that the literature from North America gives a better estimate of the size of the problem than official figures from the GMC or other similar bodies. Indeed failure to report these incidents to the relevant statutory body is an integral part of the problemv", To be sexually attracted to a patient at some time is both a common and normal experience, acknowledged by 86% of male and 52% of female trainee psychiatrists". It is less clear why some doctors are unable or unwilling to contain this attraction within the professional boundaries dictated by established codes of practice and ethics. In some cases it may be the conscious desire to take advantage of his position that leads a doctor deliberately to
The Royal Society of Medicine exploit vulnerable patients. Other cases may arise from sickness on the part of the doctor. Mental illnesses such as mania, dementia, personality disorder and drug and alcohol abuse are known to be associated with sexuallydisinhibited or inappropriate behaviour. Doctors are at high risk of some of these conditions", but often receive inadequate treatments, A more elusive but equally important cause is the interaction of the personalities of the doctor and the patient. Freud has advanced our understanding of how an erotic element may enter the therapeutic relationship by developingthe conceptsof transference (the patient's reattribution of attitudes and emotions toward the therapist) and counter-transference (a similar, though not reciprocal reattribution on the part of the therapist toward the patient). Three forms of transference relationship have been described; the negative (aggressive and hostile), the erotic and the therapeutic", The first two of these need to be worked through to achieve the third. Clearly it would be unthinkable to respond to an aggressive patient with violence, in the same way the behaviour of the eroticizing patient should not be reciprocated. In practice this may be difficult, especially if the underlying processes are ignored or incompletely understood.
During treatment of the hysterical patient Anna 0, Freud's senior colleague, Breuer, terminated therapy abruptly because of her increasingly sexualized advances, and presumably his increasing difficulty in resisting them10. Breuer fled, taking his wife on a second honeymoon, leaving Freud to untangle the unconscious drives behind this attraction. Freud emphasizes that it is not the individual doctor that is attractive, but what the doctor represents in the patient's internal world, the so-called 'transference 10ve'11. Such responses were initially seen as a block to treatment, but are now, ifunderstood and correctly interpreted, seen as a powerful psychotherapeutic tool allowing the psychiatrist to gain a profound insight into the patient's internal world. It is by failing to recognize the distinction between transference relationships and professional relationships that doctors may be drawn into sexual contact with their patients. However transference and countertransference interactions are not confined to the psychotherapeutic setting but may occur in any medical consultation. As a result those in nonpsychiatric specialties are at greatest risk oferoticized patient contact", because they are less likely to be familiar with these concepts.
In the same way that some groups of doctors may be at increased risk of sexualizing the relationship, certain patients may also be more likely to foster an erotic reaction. These include those with dependent or submissive personalities, and those with a more profound personality disturbance who have difficulty defining or accepting psychological and social boundaries's. The victims of childhood sexual abuse may continue to sexualize future relationships with important figures including the doctor. This is not to apportion blame on such patients 13 • 14 but should be seen as an aspectof the patient's psychopathology that needs to be recognized and acted on as a part of good clinical practice. Of course doctors are also at risk from these factors, and unless aware of their vulnerabilities may be drawn into eroticizingthe relationship.
Only a tiny minority of clinicians go as far as recommending sexual relationships with patients'", Even in sex therapy using surrogate sexual partners the unacceptability of sexual involvement by the therapist is assumed by all but a very few 16 • That such a sexualized relationship can be seriously harmful to the patient should not be open to doubt. Sixty-fiveper cent of American psychiatrists surveyed had treated patients who had been sexually involved with previous therapists; this was considered to be harmful to the patient in 87% of cases". This is in keeping with doctors' own reports of sexual contact with their therapists, which is nearly always described as being damaging''. In addition the longterm consequences of sexual assault in children and adults are being increasingly recognized 17 -19 • Despite this there is a marked tendency for offenders to rationalize their behaviour, and minimize the potential harm to the patientv', The management of this problem requires action both to prevent future inappropriate contact, and to deal with offenders and victims when they come to light. The cornerstone of prevention is education. Discussion should be provoked and the topic included in the syllabus of both undergraduate and postgraduate teaching. It may well be appropriate to include this subject in the teaching of psychiatry and medical ethics. Doctors should also be able to discuss these issues with their supervisors or peers without fear of ridicule or persecution. A logical counterpoint to this would be patient education, although in practice it is hard to see what form this may take. Unsensational discussion of the topic, to bring it to the attention of the public is likely to be of most value.
In dealing with existing cases a central problem is that of reporting. Of those cases that come to the attention of clinicians only a minority are reported to the relevant authority'. Stone 6 has discussed the 'ethical and clinical dilemma of confidentiality' that arises from the conflicting obligations of reporting sexual misconduct by colleagues whilst protecting the patient's confidentiality. Some American states have passed legislation obliging therapists to report cases where they suspect previous sexual involvement. Statutes also exist making sexual contact with patients a crime, and which make it easier to sue offending therapists 20 • 21 • This in part reflects a lack of confidence in the internal disciplinary procedure of the profession, but also recognizes that others in positions of trust (teachers, counsellors and the clergy)may also abuse their clients in this way. Such legislation would also offer the chance of some comeback against unlicensed therapists and practitioners of alternative medicine where there is no internal disciplinary mechanism. A difficult point is to decide when a patient becomes an ex-patient, and to know what the ethical implications of this change in status may be. Sexual relationships in the consulting room may be wrong, but if a doctor meets a patient ten years after the closure of the case do the same ethical constraints apply?The American Psychiatric Associationconsiders that the patients' potential for dependence is so great that it has recently amended its ethical annotations indicating that a sexual relationship with a former patient is almost always unethicalw, Once cases do come to light it is unclear how they should best be managed. Should the doctor be prosecuted, helped or both? Deliberate misconduct should be disciplined, whereas misconduct associated with illness requires the offer of treatment and rehabilitation. In practice this distinction may be unclear and a correspondingly complex response demanded. In addition the needs of the victim need to be recognized. Coincident with legislation outlined above, States such as Minnesota have established centres to help victims of therapist abuse; one of these has attracted 1500 victims in its first four years in operation'".
Of greatest importance, however, is for the profession to recognize that this is a serious problem, the discussion of which should not be limited to titillating anecdote in the doctors' mess.
(Editor's note: another article on this topic can be found on p 715 of this issue)
A medical student's view of paediatrics
Clearly there is more to paediatrics than simply separating off patients below a certain age. As in the case of geriatrics, at the other end of the scale, there are differences in approach and objectives, as well as in the medical knowledge required by the specialty. Medical students are often surprised to discover how much of paediatrics takes place in the community, concerning itself with prevention and screening, education and handicap, rather than the more dramatic, acute 'damage limitation' of hospital medicine. They also find that they learn a great deal from experts other than doctors: that nurses, midwives, and not least parents, are great repositories of wisdom, particularly concerning the more common childhood ailments, and the all-important issue of what falls within the wide boundaries of 'normality'. Some students gain "art of their experience of paediatrics during electives abroad. Those who go to the United States are introduced to the latest technology for operating on tiny hearts, whilst those returning from the Third World talk sagely about kwashiorkor, or the prominence of umbilical herniae in Swaziland. Such trips may provide a valuable insight into the real medical problems of the world, many of which are firmly rooted in childhood.
Paediatrics encompasses a wide spectrum of medical problems. Students find it hard to reconcile under one 'roof' such variants as the half-formed babies in the special care baby unit, the plethora of snuffly toddlers in GPs' surgeries, the courageous 6-year-old undergoing chemotherapy and the awkward adolescent with abdominal pain. Perhaps one of the most important things distinguishing those practising childhood medicine is that they can never take a static view of their patients. They must always take account of the whole process of development -what has gone before, and what will come after. In many cases they will follow children through these various stages, 
